Isolated dislocation of the carpal scaphoid is a rare injury. Such dislocation is extremely rare. In this article the authors report a twenty-eight-year-old man with isolated dislocation of the scaphoid with associating radial styloid fracture. We manage the patient with open reduction and Kirschner wire fixation. One year later there is a good functional and radiographic result.
Introduction
Isolated dislocation of the carpal scaphoid is an extremely rare injury, which is usually accompanied by significant ligamento-capsular lesions [1] . We believe the pathomechanics of this injury to have been a flexion and radial deviation with an axial force on the wrist. Such dislocation is extremely rare. Because of this, treatment strategies can be conflicting and vague current treatment strategies now advocate ligament reconstruction as a first-line treatment to restore normal anatomy and preserve function [2] . The aim of this report is to present a case of isolated dislocation of the scaphoid with radial styloid fracture and present this unusual injury along with its treatment and to attempt to merge the available experience in the literature in a suggested algorithm that will guide the surgeon confronted with this rare problem to treat it promptly and effectively.
Case Presentation
A twenty-eight-year-old man was first seen at the emergency room with a story of traffic accident. He complained of pain and loss of motion of the right wrist. The initial radiographs demonstrated the proximal pole of the scaphoid to be displaced radial and volar to the radial styloid process and a fracture of radial styloid process ( Figure  1 (a) and Figure 1(b) ). The scaphoid was easily reduced by manipulation of the wrist into ulnar deviation while direct distal pressure was applied over the proximal pole of the scaphoid. The wrist was planned to be immobilized in long-arm cast for six weeks. The patient did not attend at the assessment clinics for six week. At the six-week follow-up, radiographs showed loss of reduction at both scaphoid dislocation and radial styloid fracture. We decided to manage the patient with open reduction and Kirschner wire fixation. An operation performed through a dorsal approach. Complete tears of the scapholunate interosseous, radioscaphocapitate and long radiolunate ligaments were identified. After the reduction of both scaphoid and radial styloid, radial styloid was pinned to capitate through scaphoid (Figure 2(a) and Figure 2(b) ). The scapholunate ligament was repaired and reattached with a 2-0 non-absorbable suture. The wrist was immobilized in a neutral position in a long-arm cast for three weeks and an additional three weeks in a short arm cast. Plaster cast and K-wires were removed at six weeks. One year postoperatively the functional result was good. A radiograph showed no sign of avascular necrosis.
Discussion
A review of the literature found only 29 reported cases. Missed cases for two to four weeks reported in the literature but no reported cases neglected for six weeks [2] [3] . A characteristic radiograph feature that distinguishes dislocation of the scaphoid from perilunate dislocation is the palmar and radial displacement of the proximal pole of the scaphoid out of the scaphoid fossa of the radius. Options for the treatment of dislocation of the scaphoid in the literature include closed reduction and immobilization in a cast, closed reduction and percutaneous pinning, arthroscopically assisted percutaneous pinning and open reduction and internal fixation [4] [5] . An understanding of the anatomy and biomechanical properties of the major periscaphoidal ligaments is critical to the understanding of dislocation of the scaphoid [6] [7] . To achieve exact anatomic reduction of the scapho-lunate diastasis and angulation with closed methods alone is therefore technically demanding and may not be possible. Mayfield et al have described this difficulty with relation to scapholunate dissociation as the scaphoid paradox; to close the scapho-lunate gap radial angulation is required and to obtain correct scapho-lunate angulation ulnar deviation is required [8] . Clearly closed reduction is therefore an inexact procedure and percutaneous pinning across an inexact reduction may produce failure of the wire and the repair. A closed reduction was obtained in our patient at the emergency room but maintainability was not possible. 
Conclusion
Despite reports of successful management with closed reduction and immobilization in a cast alone on the basis of our experience at this patient, we recommend open reduction and percutaneous pinning to help maintain reduction in the cast.
